Mental illness is a significant and often underappreciated fact of life for emergency department (ED) patients. In this issue of Academic Emergency Medicine, we learn that patients with psychiatric-related diagnoses represent a substantial and growing number of ED visits. Hazlett et al. demonstrated significant increases (15%) in ED psychiatric-related diagnoses between 1992 and 2000. 1 Persons in groups often characterized as lacking access to medical care were most at risk. The ED psychiatric-related diagnoses rate among Medicaid recipients was eight times greater than those with private insurance. The actual number of ED psychiatric-related diagnoses was likely to have been underestimated, because, as the authors note, the study relied only on the top three psychiatric diagnoses and because emergency physicians often miss the diagnosis of mental health illness. 2 In the second study, Colman et al. demonstrated that individuals who present with self-injury are significantly more likely than controls to return to the ED for a variety of complaints, including mental illness. 3 This finding complements studies that have shown individuals commonly use health care in the month prior to the self-harming event. [4] [5] [6] [7] These findings suggest the ED is an important location for identification of mental illness and referral for treatment. This is important because of the great number of patients affected, and because many of these patients may lack access to other health services. There may be no other opportunity for diagnosis, and thus treatment, if we fail to diagnose mental illness in the ED.
There are potential consequences for the patient and the physician when there is failure in detecting mental illness. The consequences for the patient include decreased quality of life, and possibly death. The rate of suicide is at least eight times higher in people with depression than that of the general population. 8 Consequences for physicians are not quite so severe, but nevertheless affect practice (e.g., crowding) and professional satisfaction. Some have suggested that one solution for improving mental health care is screening for mental illness, particularly screening for depression. [9] [10] [11] [12] Depression screening, with subsequent treatment in a general care setting, appears to be effective in reducing further depression in adults. 13 Moreover, those studies that link screening to treatment showed the best results. 14 The Society for Academic Emergency Medicine's Public Health and Education Task Force performed a series of systematic reviews to assess the appropriateness of performing selected preventive interventions in the ED. 15 The review for depression screening was conducted by the authors and Kenneth C. Parsons, MD, MPH.
There were many articles that studied screening for depression, but only four reports were conducted in the ED. Three were generated from a single research effort that used standardized questionnaires to screen for depression in older asymptomatic ED patients. [16] [17] [18] A fourth evaluated a three-question screening instrument to detect depression in elder ED patients by emergency physicians. 19 None of these studies looked at patientoriented outcomes such as of quality of life or suicide.
Meldon et al.'s findings showed that an impressive prevalence, about 30%, of older patients who presented to the ED may be depressed. They reported that the inability of emergency physicians to recognize depression was significant. 16, 17 Fabacher et al.'s study showed that screening is not difficult and a threequestion screening instrument is a valid screening tool to detect depression in elders. 19 We conclude, at this time, the evidence is not sufficient to recommend for or against offering this preventive service routinely in the ED. However, the increasing incidence in ED populations, the burden of suffering, and successful screening in other settings suggest more work is needed to truly evaluate the effect of this promising intervention in the ED.
The studies in this month's AEM clearly demonstrate that the incidence of mental illness is rapidly rising and further taxing our already very busy EDs. These rising numbers are likely to be underestimated due to the lack of recognition of mental illness by emergency physicians. The magnitude and implications of these rising numbers, as well as the importance of recognition, cannot be overstated. These articles reinforce the conclusion of our review, that more research must be conducted on ED-based interventions to reduce the burden of suffering from mental illness that may go undiagnosed if not recognized in the ED. 
